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Welcome 


August  1993 


The  future  of  Alberta's  health  system  is  important  to  Albertans. 

We  are  committed  to  the  roundtable  process,  a process  that  will 
give  Albertans  the  opportunity  to  get  involved  and  to  advise 
government  on  the  challenging  decisions  that  lie  ahead. 

Over  the  past  decade  we  have  seen  changes  in  the  health  of 
Albertans,  and  there  are  more  to  come  as  our  province  grows 
older.  We  are  also  recognizing  that  health  is  much  more  than 
health  care.  A healthy  economy,  good  education,  jobs  and 
supportive  families  are  all  important  influences  on  our  health. 

In  recent  years,  we've  seen  rapid  advances  in  technology  that 
have  saved  lives  and  improved  the  quality  of  life  for  many.  That 
technology  has  also  affected  both  the  costs  of  health  care  and 
the  way  health  care  is  provided.  Shorter  hospital  stays,  day 
surgery  and  more  complex  care  in  the  community  are  emerging 
as  real  possibilities  for  the  future  as  the  restructuring  of  our 
health  system  continues. 

The  task  of  reducing  our  expenditures  in  health,  while  also  maintaining  and  improving  the  health  and  health 
care  of  Albertans,  is  a difficult  one.  The  advice  we  get  from  the  Red  Deer  Roundtable  in  August  and  the 
subsequent  discussions  around  the  province  to  be  arranged  by  my  colleague.  Honourable  Dianne  Mirosh, 
will  set  the  course  for  the  actions  we  take  in  the  coming  weeks  and  months.  I want  to  thank  you  in  advance 
for  agreeing  to  be  a part  of  this  very  important  process. 

This  government  is  committed  to  balancing  the  budget  in  the  next  four  years  and  Albertans  have  told  us  to 
get  on  with  the  job.  We've  set  out  a plan  for  achieving  that  objective  and  we've  taken  the  first  steps  in  our 
budget  decisions  for  1993-94.  To  succeed  in  meeting  our  targets,  we  need  to  look  at  all  areas  of 
government  spending,  and  that  includes  health. 

I've  asked  Norm  Wagner,  Chairman  of  Alberta  Natural  Gas  Company,  former  President  of  The  University  of 
Calgary,  and  Co-Chair  of  the  highly  successful  Budget  Roundtable  in  March  of  this  year,  to  organize  the 
Health  Roundtable.  Both  the  content  of  this  Workbook  and  the  format  and  organization  of  the  Roundtable 
have  been  left  completely  in  his  hands.  I'm  confident  that  you  will  find  the  experience  stimulating,  productive 
and  just  sheer  hard  work.  My  job,  and  the  job  of  my  colleagues,  will  be  to  listen  and  to  learn. 

Thank  you  again  for  working  with  us  to  set  a new  direction  for  health  in  Alberta. 

Shirley  McClellan 
Minister  of  Health 
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Setting  a new  direction  for  the  future  of  health  and  health  care  is  a daunting  task,  especially  for  those  of 
us  not  directly  involved  in  the  health  care  system.  (Please  note  that  we  have  titled  our  meeting 
A Roundtable  on  Health.  Although  we  often  use  the  term  health  care,  we  need  to  consider  all  aspects 
of  health). 

In  the  past  few  weeks  preparing  for  the  Health  Roundtable,  I've  learned  more  about  the  complexities  of 
the  health  system  and  the  depth  of  the  issues  we  face  than  I had  ever  expected.  It's  tempting  to  say,  the 
task  is  too  big,  too  complex,  and  it's  impossible  to  know  where  to  begin. 

We  really  have  no  choice  but  to  get  on  with  the  task.  My  experience  with  the  Budget  Roundtable  taught 
me  two  things:  first,  the  seriousness  of  the  province's  financial  problem,  and  second,  the  willingness  of 
Albertans,  when  faced  with  a problem,  to  work  together,  to  search  for  new  ideas,  and  to  find  new 
solutions. 

We're  faced  with  a major  problem  now,  and  it's  our  task  to  help  find  the  solutions. 

This  Workbook  sets  the  stage  for  discussions  at  the  Health  Roundtable  and  also  for  subsequent 
discussions  around  the  province.  There  are  four  main  sections: 

New  Realities  describes  how  much  we  spend  on  health,  on  what  we  spend  it,  and  what  kinds  of 

outcomes  we  achieve  and  asks  us  whether  we're  getting  the  outcomes  we  want  and  whether  we  can 
live  with  a 25  percent  reduction  in  spending; 

New  Expectations  challenges  us  to  think  about  what  we  expect  from  our  health  system  and  whether  we 
need  to  put  limits  on  our  expectations; 

New  Choices  and  New  Models  asks  us  to  think  about  issues  in  health  and  make  some  difficult  choices 
about  how  we  could  move  to  a preferred  future;  and  finally; 

New  Strategies  puts  you  in  the  position  of  Minister  of  Health  and  asks  you  to  decide  where  funding  cuts 
should  be  made  and  what  announcements  you  would  make  to  achieve  both  the  cuts  and  the 
preferred  future  direction  for  health. 

Please  come  prepared  to  work  through  these  issues  with  a group  of  people  who  come,  not  only  from  the 
health-related  field,  but  from  business,  municipal  governments,  and  the  general  public.  We  expect  you 
to  have  gone  through  both  this  Workbook  and  Right  on  the  Money  which  describes  the  startling  reality 
of  the  province's  financial  situation.  Come  prepared  for  a lively  discussion  and  debate! 


Norm  Wagner,  Calgary’ 
Chair 


4 Our  Bill  Of  Health:  A Parable 


Our  Story  of  Al  and  Berta  Continues 


In  Right  on  the  Money,  we  met  Al  and 
Berta  and  learned  about  the  dramatic 
changes  happening  in  their  lives, 
changes  that  closely  parallel  Alberta's 
financial  situation.  New  realities,  tough 
choices,  financial  commitments  and 
unmet  expectations  have  redirected  their 
lives. 

Our  story  about  Al  and  Berta  continues 

• • • 

With  the  advice  of  their  banker  and  some 
financial  experts,  Al  and  Berta  have  come 
up  with  a financial  plan  to  get  their  lives 
back  on  track.  But  having  the  plan  is  just 
the  first  step.  Now  come  the  tough 
decisions.  They  know  there  are  no  quick 
fixes,  no  easy  answers.  Cutting  the  club 
memberships  and  costly  vacations  were 
easy  decisions,  but  those  cuts  haven't 
saved  enough  money  to  solve  the 
problem.  They  have  to  look  not  just  at 
the  extras  but  at  the  way  they  spend  their 
money  on  the  basics. 

That  means  considering  selling  their 
house  and  moving  into  a smaller  place, 
maybe  a condominium.  Al  and  Berta 
know  they  could  manage  in  a smaller 
house,  but  they're  proud  of  their  home 
and  hate  to  give  it  up.  How  do  they  opt 
for  something  less  than  the  best?  They've 
both  worked  hard  all  their  lives  and  feel 
they  deserve  their  house. 

They're  also  facing  some  other  tough 
choices.  Al  worries  about  his  mother. 
She's  close  to  85  and  still  living  in  her 
own  apartment.  She's  getting  forgetful 
and  can't  keep  her  medication  straight. 
Al  thinks  it's  time  to  consider  some  kind 
of  long-term  care  for  her,  maybe  a 
nursing  home  or  that  nice  looking  lodge 
just  a few  blocks  away.  He  checked  into 
that  option  and  knows  his  mother's 
pension  would  cover  the  costs,  but  she 
doesn't  want  to  go  into  a home. 


Another  option  is  moving  his  mother  into 
their  house.  A part  of  his  mother's 
pension  could  help  pay  their  mortgage. 
And  Al  has  heard  that  government 
provides  support  for  home  care  so  that  a 
nurse  could  come  in  to  make  sure  his 
mother  gets  her  medication.  But  when  he 
checked  into  that  option,  he  learned  that 
as  long  as  he  was  at  home  without  a 
regular  job  and  able  to  care  for  his  mother, 
it  would  be  difficult  for  them  to  qualify 
for  daily  home  care.  Al  would  prefer  to 
keep  his  mom  at  home,  and  that's  what 
she  wants  too,  but  if  they  can't  get 
government  support  for  home  care  while 
he  gets  his  career  back  on  track,  how  are 
they  going  to  manage?  "Why  doesn't 
government  understand  and  give  us  the 
support  we  need'^  After  all,  I've  paid  taxes 
all  these  years,  so  did  my  dad  when  he  was 
alive,  and  we  deserve  to  finally  get  something 
back.  " 

While  Al  is  wondering  about  what  to  do 
with  his  mother,  Berta  has  other  things  on 
her  mind.  Health  problems.  Berta  has 
always  suffered  from  migraine  headaches. 
And  now,  with  their  financial  problems 
and  the  stress  of  uncertainty  about  her  job 
and  Al's,  she's  getting  the  headaches  more 
often.  Her  doctor  told  her  there's  a new 
drug  that  would  get  rid  of  her  headaches 
completely  but  it's  very  expensive  and 
Alberta  Health  won't  cover  the  costs. 
Berta  knows  she  can't  afford  the  drugs 
herself  And  it  makes  her  angry.  If  the 
headaches  keep  up,  it's  going  to  be 
difficult  for  her  to  keep  working.  "Why 
can 't  the  government  cover  the  costs?  They 've 
got  their  priorities  all  wrong.  " Just  the 
other  day,  she  went  with  her  niece  to 
emergency.  Her  niece's  son  had  fallen  off 
the  swing  and  bumped  his  head.  Berta 
was  sure  it  was  just  a bump  - she'd  seen 
the  same  thing  happen  to  her  kids  lots  of 
times  when  they  were  growing  up.  But 
her  niece  had  always  heard  doctors  say  it's 
better  to  be  safe  than  sorry. 


At  emergency,  they  ran  all  kinds  of  tests 
and  finally  the  doctors  concluded  what 
Berta  already  knew  - it  was  just  another 
bump  on  the  head.  "Why  do  they  have 
money  to  spend  on  these  kinds  of  tests  and 
not  to  cover  the  migraine  drugs  I need?" 

The  story  of  Al  and  Berta  is  the  story  of 
so  many  Albertans.  It  reminds  us  that 
when  we  think  about  how  to  change  the 
health  system  or  find  ways  of  reducing 
costs,  we're  talking  about  real  programs 
and  real  choices  that  affect  Albertans. 

Like  so  many  Albertans,  Al  and  Berta  rely 
on  our  health  system  and  have  high 
expectations  about  the  services  that 
should  be  available.  But  with  limited 
funds,  we  now  have  come  to  realize  that 
in  order  to  maintain  the  quality  of  our 
health  system,  we  need  to  begin  making 
some  tough  choices. 

Should  we  maintain  the  number  of 
hospitals  we  have  even  though  the  cost  is 
high  and  other  less-costly  options  might 
be  available?  Should  there  be  limits  on 
what  we  expect  in  terms  of  basic  health 
care?  Can  we  control  the  factors  that  are 
driving  costs  in  our  health  system?  Are 
we  getting  the  best  results  for  our 
investment?  Can  we  restructure  our 
health  system  so  that  we  make  the  best 
use  of  the  dollars  available  and  maintain 
quality  health  care  for  Albertans?  I 
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Before  we  begin  the  task  of 
questioning  our  health  system,  it's 
important  to  set  out  our 
expectations:  What  are  we  trying  to 

achieve?  First  and  foremost,  our  objective 
is  to  set  in  place  a process  that  will  result 
in  improvements  to  our  health  system 
within  the  limits  of  the  dollars  available. 
We're  not  just  doing  this  because  we're 
faced  with  financial  problems.  It  does  add 
urgency  to  the  issues  we  need  to  address. 
Yes,  we  have  a financial  problem  to  deal 
with.  But  our  objective  is  to  address  that 
problem  in  the  context  of  changes  we  can 
and  should  make  in  order  to  target  our 
resources,  broaden  our  focus,  change  the 
system  where  we  can  and  meet  the 
objective  of  continuing  to  improve  the 
health  of  Albertans  - but  at  an  affordable 
price. 

Let's  begin  by  having  a look  at  these 
questions:  Do  we  need  to  cut  health 

spending?  What  do  we  spend  on  health  now 
and  how  do  we  spend  the  money?  What 
drives  the  costs?  How  do  we  use  our  health 
system  and  what  outcomes  do  we  achieve? 
Do  we  have  a crisis  in  health  funding? 

Do  we  need  to  cut  health  spending? 

We  hope  that  everyone  has  had  an 
opportunity  to  read  Right  on  the  Money. 
And  we  hope  that  after  you've  read  it,  you 
know  the  answer  to  the  question. 
Basically,  we  need  to  cut  all  government 
spending  by  25  per  cent  in  order  to  get 
our  finances  back  on  track.  Albertans,  and 
Canadians  as  a whole,  are  mired  in  debt. 
As  investment  advisor  Richard  Osier  puts 
it,  " If  Richard  Six-pack  Canadian  was 
making  $40,000  a year,  spending  $52,000 
a year  and  was  in  hock  for  $120,000,  he 
would  be  a financial  goner.  Yet  this  is 
exactly  where  Canada  stands  today.  " 

Alberta  isn't  a financial  goner.  Not  yet. 
But  if  we  continue  the  course  we're  on, 
with  no  correction,  we  certainly  will  be. 


So  the  simple  answer  to  the  question,  "do 
we  need  to  cut  health  care  spending?"  is 
" yes" . We  can't  afford  what  we're 
spending  now  and  we  certainly  can't 
afford  to  spend  more. 

We're  spending  more  money  than  we  take 
in  every  day  and  every  year.  The  Financial 
Review  Commission  reported  in  March 
and  compared  Alberta's  financial  situation 
to  a car  speeding  out  of  control  down  a 
hill  towards  a brick  wall.  And  that  brick 
wall  is  financial  disaster,  not  just  for  us 
but  for  our  children  and  their  children  to 
come. 


The  Budget  Roundtable  held  in  March, 
1993  in  Red  Deer  came  to  the  same 
conclusions.  The  Roundtable  participants 
agreed  that  there  would  be  pain  but  that 
we  had  no  choice  but  to  deal  with  the 
problem.  The  bottom  line  was  act  fast 
and  act  now  - "a  dramatic  reduction  in  the 
annual  deficit  is  required  immediately." 
They  also  said  that  there  should  be  no 
sacred  cows.  Everything  should  be  on  the 
table,  and  that  includes  health  care 
spending. 


"I  don't  think  we  can  afford  to  put 
any  more  dollars  into  the  health 


care  system.  We  have  to  re- 
allocate. We  have  to  get  down  to 
basics." 

Sharon  Kalinka 

Health  Unit  Association  of  Alberta 


"Politicians  alarmingly  proclaim 
that  Alberta  spends  30  per  cent 
of  the  provincial  budget  on 
health  care.  No  one  asks 
whether  this  is  too  much  or  too 
little.  The  subliminal  message  is 
that  it  is  a horrendous  or 
inappropriate  amount.  But  is  it 
too  much?  Is  our  health  and 
well-being  not  worth  30  per  cent 
of  our  provincial  income?" 
Heather  Smith 
United  Nurses  of  Alberta 


There's  no  way  of  getting  spending  in  line 
with  revenues  without  touching  the  health 
budget.  Funding  for  health  took  up  about 
20  per  cent  of  the  province's  program 
expenditures  in  1980/81.  By  1992/93 
that  proportion  had  increased  to  30  per 
cent  and  in  the  1993/94  budget,  the 
proportion  for  health  has  grown  to  almost 
one-third  of  all  government  program 
spending.  If  current  trends  continue,  by 
the  year  2000  we  would  spend  about  half 
of  government's  total  revenues  on  health. 
And  that  means  there's  very  little  left  to 
pay  for  schools,  for  universities,  for  police, 
for  roads,  parks  and  protecting  our 


environment. 


We  have  a number  of  choices:  we  can 
refuse  to  accept  the  need  to  reduce 
spending,  keep  threatening  dire 
consequences  over  any  reductions  in 
health  care  funding  and  keep  demanding 
more  and  more  - perhaps  even  call  for  a 
tax  increase.  Or,  we  can  give  up  on  the 
system  we've  worked  so  hard  to  build  and 
move  to  a two-tiered  system  where  people 
pay  more  and  more  of  the  costs 
themselves,  if  they  can  afford  it.  Or,  we 
can  accept  the  challenge  of  fundamentally 
changing  the  system  so  we  can  get  the  best 
results  for  the  dollars  available. 
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ALBERTA 'S  HEALTH  EXPENDITURE 
HAS  OUTPACED  INFLATION  AND 
POPULATION  GROWTH 


GROWTH  OF  POPULATION,  INFLATION,  AND 
HEALTH  EXPENDITURES  IN  ALBERTA 

SOURCE:  Alberta  Health  Annual  Report,  1991-92 


Let's  look  at  how  much  we  spend  on 
health  care. 

On  an  international  basis,  Canada  spends 
more  money  per  capita  on  health  than 
any  other  country  in  the  world  except  for 
the  United  States.  In  1992,  Canadians 
spent  over  $70  billion  on  our  health 
system.  And  we  have  a good  system  to 
show  for  it.  As  a percentage  of  Gross 
Domestic  Product  (GDP  - that's  a 
measure  of  the  wealth  created  in  a 
country  or  province),  in  1990  Canada 
spent  about  9.4  per  cent  of  its  GDP  on 
health  compared  to  the  U.S.  at  12.2  per 
cent,  Japan  at  6.5  per  cent,  France  at  8.8 
per  cent,  Germany  at  8.1  per  cent  and 
Great  Britain  at  6.2  per  cent. 

The  trends  show  that  the  proportion  is 
increasing  in  Alberta.  This  is  happening 
primarily  because  health  expenditures  are 
growing  faster  than  our  economy.  We 
know  that  the  rate  of  growth  in  health 
spending  has  slowed  down  considerably 
in  the  last  few  years  compared  to  increases 
in  the  1980's.  The  year-over-year  increase 
in  health  care  expenditures  was  6.5  per 
cent  in  1990-91  compared  to  8.5  per  cent 
in  1989-90  and  9.2  per  cent  in  1988-89. 
But,  even  with  the  slow  down,  health 
expenditures  have  grown  more  than  the 
GDP,  which  grew  by  only  one  per  cent 
j from  1990  to  1991  and  by  only  2.8  per 
j cent  the  year  before.  The  problem  is 
I clear.  Our  revenues  aren't  growing  nearly 
I as  fast  as  our  spending  on  health. 


If  we  look  at  the  expenditures  a different 
way,  on  a per  capita  basis,  expenditures  for 
each  and  every  Canadian  grew  from 
$2,357  in  1990  to  $2,474  in  1991,  an 
increase  of  5 per  cent. 

Federal  support  for  health  over  the  last 
decade  has  dropped  from  about  one  third 
of  total  expenditures  to  about  one  quarter 
in  1991. 

Who's  paying  for  those  increases?  The 
provinces,  but  that  really  means  each  and 
every  one  of  us. 

Speaking  of  provinces  picking  up  more 
and  more  of  the  tab,  let's  switch  to 
Alberta. 

Every  day  in  Alberta  we  spend  about  $ 1 1 
million  on  health  care.  The  total  for  the 
year  comes  to  about  $4  billion.  Since 
1980-81,  health  funding  in  Alberta  has 
increased  by  160  per  cent. 

Compared  to  other  provinces,  Alberta's 
spending  on  health  is  not  out  of  line.  In 
fact,  in  1992  we  spent  the  lowest 
percentage  of  our  GDP  on  health  (5.99 
per  cent  compared  to  an  average  for  all 
provinces  of  6.97  per  cent).  In  part,  this 
is  because,  in  spite  of  our  current  financial 
troubles,  Alberta's  GDP  remains  larger 
than  many  other  provinces.  On  a per 
capita  basis,  Alberta's  expenditures  are  the 
third  highest. 


Our  health  care  dollars  support: 

• 27  health  units 

• mental  health  services  delivered  by 

- 54  permanent  clinics  and 
40  visiting  clinics  located  in 
six  mental  health  regions 

- 2 extended  care  centres 

- 120  approved  home  operators 

- 1 1 suicide  prevention  programs 

- 70  community  programs 

• health  care  insurance  coverage  of 
services  provided  by : 

- 4480  physicians 

- 800  physiotherapists 

- 420  chiropractors 

- 250  optometrists 

- 30  podiatrists 

- 1330  dentists 

- 330  opticians 

- 280  denturists 

• 24,400  nurses 

• 137  long-term  care  facilities 

• 124  acute-care  hospitals 

• 121  ground  ambulance  operators. 

On  top  of  that,  the  health  system  also 
includes  about  700  retail  pharmacies  and 
numerous  suppliers  of  medical  supplies 
and  equipment. 
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Where  Our  Money  Goes 


We  spend  half  of  our  health 
budget  on  acute-care 
hospitals.  30.7  per  cent  goes 
for  medical  and  professional  services 
provided  through  Alberta  Health  Care 
Insurance  Plan.  12  per  cent  supports 
long-term  care,  6.4  per  cent  supports  the 
public  health  units  including  home  care. 
1.1  per  cent  supports  mental  health 
programs  and  the  remaining  0.6  per  cent 
goes  to  all  other  programs  including  the 
costs  of  operating  the  Department  of 
Health. 


Health  care  is  a big  multi-million  dollar 
business  in  Alberta. 

Almost  75,000  Albertans  are  employed  in 
the  health  field  - about  8 per  cent  of  the 
total  Alberta  workforce.  That  includes  35 
different  kinds  of  health  care  providers 
and  support  workers  employed  by  over 
5,000  public  and  private  employers  from 
small  clinics  to  major  hospitals. 

Labour  costs  made  up  about  73  per  cent 
of  the  total  expenditures  in  acute  and 
long-term  care  hospitals  in  1992,  for  a 
total  bill  of  about  $1.6  billion.  The  total 
health  workforce  has  increased  since  1987, 
but  we're  seeing  a shift  from  full-time  to 
more  part-time  employment.  At  the  same 
time,  salaries  have  been  going  up  and  so 
have  fee-for-service  payments  to 
physicians.  Since  1981,  accumulated 
salary  increases  have  been;  111.3  per  cent 
for  nurses,  94.9  per  cent  for  licensed 
practical  nurses,  148  per  cent  for  Health 
Sciences  Association  members,  265.4  per 
cent  for  physicians  (includes  total 
payments  for  all  physicians;  52.1  per  cent 
for  price  only),  and  80.4  per  cent  for 
support  staff.  Over  the  same  period, 
inflation  has  caused  consumer  prices  to 
increase  by  83.4  per  cent,  and  the 
population  of  Alberta  has  increased  by 
only  10.8  per  cent. 


TOTAL  HEALTH  EXPENDITURES: 

$4,128,633,000  (1992/1993) 

other  including  Department  of  Health  (1%) 
Mental  Health  (1%) 

’ubiic  Health  (6%) 

Long-Term  Care  (12%) 

Medical  and  Professional  Services  (31%) 


Acute-Care  (49% 


SOURCE:  Alberta  Health 


ALBERTA 'S  HEALTH  EXPENDITURE 
HAS  OUTPACED  OTHER  PROGRAMS 


YEAR 


ALBERTA  GOVERNMENT  EXPENDITURES  ON  HEALTH  AND 
ALL  OTHER  PROGRAMS  IN  CONSTANT  (1981)  DOLLARS 

SOURCE:  Edmonton  Journal,  July,  1993 
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What  Drives  Health  Costs? 


We  know  the  costs  of  the  health 
system  are  big  and  growing 
even  bigger.  That's  the  reality. 
But  what  drives  those  costs?  These  are 
what  we'll  call  the  big  ten  cost  drivers: 


1.  STRAIGHT  DEMOGRAPHICS 

We're  getting  older.  That's  no  surprise  to 
most  of  us  but  the  fact  is  that  as  we  get 
older  we  use  more  and  more  health 
services.  Seniors  account  for  9 per  cent  of 
the  population  but  account  for  45  per 
cent  of  all  acute-care  hospital  days,  17  per 
cent  of  all  medical  services,  80  per  cent  of 
home  care  services,  95  per  cent  of  long- 
term care  residents,  7.3  per  cent  of 
community  mental  health  caseloads,  24 
per  cent  of  physiotherapy  services,  12  per 
cent  of  optometric  services  and  57  per 
cent  of  podiatric  services.  In  Alberta, 
seniors  pay  no  health  care  premiums  and 
receive  a number  of  additional  benefits  for 
drugs,  dental  and  optical  care,  hearing 
aids,  optometry,  chiropractic,  podiatry 
care  and  physiotherapy. 

2.  NEW  TECHNOLOGIES 

Advances  in  medical  technology  and 
treatment  are  tremendous  - and  so  are  the 
costs.  Too  often,  advances  in  technology 
are  introduced  without  proper  evaluation 
of  their  full  costs  and  benefits.  And,  quite 
naturally,  when  a new  machine  or 
treatment  is  introduced  that  looks  like  it 
can  save  lives,  Albertans  want  to  have  it. 


On  the  other  hand,  new  technologies, 
especially  diagnostic  kits,  for  example,  will 
shortly  challenge  much  of  the  traditional 
turfoi  the  family  doctor  and  drive  costs 
down  as,  more  and  more,  people  are  able 
to  use  easy-to-access  technolog}^  to  assess 
their  own  health. 

3.  DRUGS 

According  to  Health  and  Welfare  Canada, 
Canadians  spend  almost  as  much  on  drugs 
as  we  do  on  doctors.  New,  more 
expensive  drugs  are  coming  on  the  market 
all  the  time,  and  we're  using  more  of 
them.  Under  the  provincial  government- 
funded  drug  program,  in  1992-93,  we 
spent  $300  million  on  drugs,  and  that's 
only  a portion  of  total  drug  costs. 

4.  CAPITAL  CONSTRUCTION 
Construction  of  hospitals  is  expensive. 
Alberta  has  4.3  acute-care  beds  per  1,000 
people.  That's  more  than  Ontario  (3.3), 
British  Columbia  (3.3)  and  Quebec  (3.7) 
but  less  than  Saskatchewan  (5.1), 
Manitoba  (5.0)  and  the  Maritime 
provinces.  Capital  expenditures  between 
1982  and  1987  averaged  $251  million  per 
year.  Between  1987  and  1991,  the  annual 
expenditures  on  capital  went  down  by  43 
per  cent  to  an  average  of  $142  million. 
The  cost  of  building  and  equipping  a city 
hospital  is  about  $335,000  per  bed. 


A rural  hospital  costs  less,  about  $225,000 
per  bed,  usually  because  there  are  fewer 
specialized  services  and  equipment.  For 
1993-94,  the  budgeted  costs  for  capital 
expenditures  in  hospitals,  long-term  care 
and  health  unit  projects  will  total  $166.3 
million.  40  approved  projects  are  on  the 
books  for  a total  of  $860  million  and  15 
additional  projects,  at  a cost  of  $320 
million,  have  been  deferred.  Those  40 
projects  include  new  health  unit 
accommodation,  replacement  or  upgrade 
of  acute-care  hospitals,  replacement  and 
renovations  to  long-term  care  facilities, 
and  projects  combining  acute-care 
hospitals  with  long-term  care  facilities. 
And  remember  that  capital  costs  are  just 
the  beginning.  Once  the  hospital  opens, 
the  operating  costs  go  on  and  on. 

5.  CHANGES  IN  DISEASE  PATTERNS 
Chronic  diseases  like  heart  disease  and 
asthma  are  more  common.  People  with 
chronic  diseases  have  to  be  treated  over 
long  periods  of  time  and  naturally  that 
costs  more. 


The  Big  "10" 
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6.  PUBLIC  EXPECTATIONS 

Albertans  are  proud  of  their  health  system 
and  they  often  want  "the  best."  But  "the 
best"  may  not  always  be  the  most  effective 
treatment  and  there  may  be  cheaper  ways 
of  achieving  better  results.  The  problem  is 
that  our  expectations  have  grown  faster 
than  our  pocketbook. 

7.  DOCTORS 

Under  our  current  system,  doctors  make 
decisions  about  both  the  kind  and  the 
number  of  services  they  provide.  And 
those  decisions  drive  costs.  Furthermore, 
the  supply  of  doctors  has  been  increasing, 
and  while  that's  a good  thing  for  many 
communities,  it  also  means  more  costs  to 
the  health  system.  Doctors  are  paid 
mostly  on  a fee-for-service  basis  and  that 
does  not  encourage  cost  control.  The 
1991-92  expenditure  on  physicians' 
services  was  $852  million. 


People  in  urban  centres  receive  more 
health  care  services  than  people  in  rural 
areas. 

Studies  show  that  there  isn't  a marked 
difference  in  how  often  you  go  to  a doctor 
or  use  hospital  services  based  on  where 
you  live. 

User  fees  target  abuse  of  the  system. 

First,  there  isn't  much  abuse  of  the  system. 
And  second,  user  fees  may  reduce  the 
number  of  services  people  consume,  but 
they  don't  discriminate  between  necessary 
services  and  abuse  of  the  system.  Some 
abusers  might  keep  on  over-using  the 
system  regardless  of  cost,  and  some  people 
needing  service  might  not  go  to  get  it 
because  of  cost. 


8.  DIAGNOSTIC  TESTING 

In  1992-93,  we  spent  about  $492  million 
on  diagnostic  testing.  There  seems  to  be  a 
fairly  high  use  of  some  kinds  of  diagnostic 
tests  such  as  cholesterol  and  thyroid  tests, 
which  in  some  cases  may  be  unnecessary, 
and  also  in  the  number  of  tests  for 
purposes  of  defences  against  malpractice 
complaints. 

9.  LABOUR  COSTS 

Health  is  a labour-intensive  business.  In 
acute-care  hospitals,  the  labour  costs  are 
over  70  per  cent  of  the  total.  In  recent 
years,  increases  in  wage  and  salary  costs 
have  been  curtailed,  largely  due  to  fiscal 
realities.  But  we  can't  escape  the  fact  that 
in  such  a labour  intensive  business,  salary 
costs  do  drive  overall  costs  for  health  care. 


MYTHS  ABOUT  HEALTH 


Publicly-administered  health  systems  have 
high  administration  costs. 

The  opposite  is  true.  Publicly- 
administered  systems  like  ours  have  low 
administrative  costs.  The  U.S.,  for 
example,  spends  about  5 times  more  than 
Canada  for  administration. 

Small  rural  hospitals  account  for  a large 
percentage  of  the  costs. 

Not!  Hospitals  with  under  40  beds 
account  for  about  4 per  cent  of  the  total 
expenditures. 

Funding  for  physicians  is  open-ended.  The 
more  services  they  provide,  the  more  they 
can  bill. 

Funding  for  physicians  is  capped  under  an 
agreement  with  the  province. 


10.  LACK  OF  INFORMATION 
AND  EVALUATION 

To  put  it  bluntly,  we  spend  a lot  of  money 
without  any  clear  indication  that  we  are 
spending  it  in  the  best  way.  We  don't 
have  good  measures  of  how  healthy  we  are 
as  a population  and  what  contributes  to 
our  health.  Some  people  estimate  that 
between  15  and  40  per  cent  of  hospital 
services  do  not  have  proven  benefits  for 
health. 


High  users  of  the  health  care  system  are 
hypochondriacs. 

The  highest  users  are  people  with  chronic 
mental  health  or  substance  abuse 
problems.  People  with  chronic  illnesses 
also  are  high  users.  And  let's  not  forget 
about  women  having  babies! 

Being  healthy  is  determined  by  access  to  a 
quality  health  care  system. 

Only  partly.  The  biggest  determinant  of 
individual  health  is  individual  wealth  and 
the  overall  wealth  of  the  country. 

Countries  that  spend  more  on  health  care 
have  healthier  people. 

That's  not  what  the  statistics  show.  The 
U.S.  spends  more  than  any  other  country 
and  its  health  outcomes  are  worse  than 
many  countries.  In  contrast,  Japan's 
spending  is  lower  than  ours,  and  their 
health  is  better. 
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Now  let's  have  a look  at  how  we 
use  the  health  system. 

We  depend  on  the  health  system,  and  we 
use  it.  We  use  it  primarily  in  seven  areas: 
acute-care  hospitals,  long-term  care, 
physician  services,  other  insured  health 
professional  services,  home  care  and  other 
programs  offered  by  health  units,  mental 
health  services  and  drugs. 

First,  HOSPITALS. 

About  400,000  Albertans  are  admitted  to 
Alberta's  hospitals  each  year  and  about 
half  of  those  people  have  surgery.  Women 
account  for  about  60  per  cent  of  all 
hospital  admissions,  most  often  for 
childbirth-related  procedures.  Albertans 
spend  more  days  in  hospitals  than  people 
in  Ontario,  British  Columbia  and 
Quebec.  We  use  1,083  patient  days  per 
1,000  population.  The  average  length  of 
stay  in  hospitals  is  coming  down.  It's  now 
down  to  an  average  of  7.4  days.  (For 
comparison  / purposes,  in  British 
Columbia,  the  average  length  of  stay  is  6.9 
days.)  And  we're  using  more  and  more 
day  surgeries.  An  estimated  300,000  day 
surgeries  were  performed  in  1992/93.  We 
also  use  emergency  rooms.  During 
1992/93  there  were  1.5  million  emergency 
room  visits  to  Alberta's  hospitals,  and  only 
7.7  per  cent  of  the  people  were  admitted. 

Second,  LONG-TERM  CARE. 

When  it  comes  to  long-term  beds,  we're 
virtually  full.  Alberta  has  13,500  long- 
term care  beds  and  they're  almost  all 
occupied.  95  per  cent  of  the  residents  of 
long-term  care  facilities  are  seniors.  In  the 
housing  area,  there  are  an  additional  6,643 
beds  in  lodges  and  many  seniors  living  in 
lodges  use  home  care  services. 


Third,  PHYSICIAN  SERVICES. 

88  per  cent  of  Albertans  saw  a doctor  at 
least  once  in  1991/92.  They  made  an 
average  of  about  6.5  visits  each  per  year. 
For  1992,  physicians  provided  11.8  basic 
health  services  fof^every  Albertan.  Most 
of  those  services’456  per  cent)  were 
provided  by^ specialists  and  the  rest  by 
general  practitioners.  Tn  terms  of  dollars 
per  capita,  Alberta  uses  fewer  physician 
services  than  British  Columbia  and 
Ontario,  but  more  than  Manitoba  and 
Saskatchewan.  The  number  of  office 
visits,  the  best  indicator  of  the  way 
patients  use  physician  services,  actually 
decreased  by  2.3  per  cent  on  a per  capita 
basis  from  1991  to  1992.  That  contrasts 
to  the  trend  for  the  last  ten  years  where 
visits  to  the  doctor's  office  increased  by 
5.1  per  cent  per  year. 

Fourth,  OTHER  INSURED  HEALTH 
PROFESSIONAL  SERVICES. 

Physical  therapists,  chiropractors, 
podiatrists,  optometrists,  and  oral 
surgeons,  provided  2.2  services  for  every 
Albertan.  That's  about  one  for  every  5.4 
services  provided  by  a physician. 

Fifth,  HOME  CARE  AND  OTHER 
PROGRAMS  PROVIDED  BY 
HEALTH  UNITS. 

More  and  more,  people  are  choosing  to 
stay  at  home  and  get  the  care  they  need. 
The  average  monthly  home  care  caseload 
rose  from  19,179  to  23,872  in  the  two 
years  from  1990/91  to  1991/92,  an 
increase  of  24  per  cent.  In  addition  to 
home  care,  health  units  also  are 
responsible  for  communicable  disease 
control,  Alberta  Aids  to  Daily  Living, 
environmental  health  and  family  health 
services,  health  promotion,  tuberculosis 
control  and  AIDS  programs.  Nearly 
30,000  Albertans  in  24  communities 
received  dental  treatment  through  mobile 
clinics  and  visiting  dentist  programs  in 
1991/92.  80,000  Albertans  received 
assistance  from  the  Aids  to  Daily  Living 
program,  mostly  to  cover  the  costs  of 
hearing  aids  and  respiratory  equipment. 


Sixth,  COMMUNITY  MENTAL 
HEALTH. 

The  regional  mental  health  clinics 
throughout  Alberta  have  a caseload  of 
21,175  people.  Over  92  per  cent  are 
under  the  age  of  65.  Functional  psychoses 
like  schizophrenia  and  manic-depressive 
psychoses  are  the  most  common 
diagnoses.  But  family  psychosocial 
problems,  stress  adjustment  problems, 
neurotic  disorders  and  childhood  disorders 
are  the  next  four  most  frequent  diagnoses. 

Seventh,  DRUGS. 

We've  seen  that  drugs  are  a major  cost 
driver.  And  they  are  a major  component 
of  how  Albertans  use  the  health  system. 


Do  Albertans  overuse  their  health  system? 
It  doesn't  look  like  it.  A study  conducted 
in  1991  concluded  that  only  0.2  per  cent 
of  people  fell  into  the  high  use  category. 
In  general  terms,  80  per  cent  of  vVbertans 
use  about  40  per  cent  of  the  visits.  Not 
surprisingly,  groups  who  use  health 
services  the  most  are  seniors,  women  in 
their  child-bearing  years  and  people  with 
chronic  diseases. 
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Let's  turn  to  the  next  question. 
What  outcomes  do  we  get  for  our 
investment  in  Alberta 's  health  system? 

The  outcomes  are  mixed  and  the  bottom 
line  is  that  we  don't  know  nearly  enough 
about  health  outcomes  to  make  good 
judgements. 

Here  are  some  things  we  do  know. 

Some  countries  spend  less  of  their  GDP 
on  health  care,  but  have  better  health 
than  Canadians.  Japan  and  Holland,  for 
example,  have  lower  infant  mortality  rates 
and  higher  life  expectancy  than  Canada. 
More  spending  on  health  care  does  not 
necessarily  mean  better  health. 

Albertans  are  getting  healthier  and  we're 
living  longer.  Alberta's  life  expectancy  is 
80  years  for  women  and  73.5  for  men. 
63  per  cent  of  Albertans  rate  their  health 
as  excellent  or  good  and  almost  two 
thirds  report  that  they  are  very  satisfied 
with  life.  56  per  cent  get  off  the  couch 
and  exercise  regularly.  79  per  cent  have 
their  blood  pressure  checked,  and  27  per 
cent  of  women  do  a monthly  breast  self 
examination. 

On  the  not-so-positive  side,  65  per  cent 
of  Albertans  say  their  lives  are  very  or 
somewhat  stressful.  30  per  cent  of 
Albertans  smoke,  and  more  younger 
people  smoke  than  older  people.  Infant 
mortality  has  improved  but  the  rate  for 
Alberta  is  7.7  per  1,000  live  births. 
That's  higher  than  the  rest  of  Canada 
(7.2).  For  registered  Indians,  the  infant 
mortality  rate  is  almost  twice  the  national 
rate.  16  per  cent  of  Albertans  say  they 
have  high  blood  pressure.  That's  also 
higher  than  the  rest  of  Canada  (15  per 
cent).  62.5  per  cent  of  female  Albertans 
and  55.1  per  cent  of  males  suffer  from  at 
least  one  chronic  disease.  An  increasing 
number  of  Albertans  (17  per  cent)  report 
some  disability  or  limitation  in  daily 
activities. 


Overall,  the  health  of  Native  people  and 
the  poor  is  not  nearly  as  positive  as  other 
Albertans.  Typically,  the  higher  a 
person's  income,  the  longer  he  or  she  will 
live.  The  death  rate  for  Native  children 
aged  28  days  to  one  year  is  almost  four 
times  higher  than  the  national  rate  for 
infants  that  age.  The  risk  of  infectious 
diseases  remains  higher  with  Native 
people.  In  1976-83,  the  death  rate  due 
to  tuberculosis  was  ten  times  the 
Canadian  average.  And  the  most 
startling  and  disturbing  fact:  the  rate  for 
children  5 to  14  years  old  was  27  times 
higher  than  the  national  average.  Life 
expectancy  for  Native  people  is  62  for 
men  and  69  for  women,  an  average  that 
the  overall  Canadian  population  reached 
some  forty  years  ago. 

In  Alberta,  lifestyle  related  factors  (motor 
vehicle  accidents  and  smoking,  for 
example)  are  major  contributors  to 
premature  death.  If  you  look  at  the 
major  causes  of  death  ranked  by  the 
potential  years  of  life  lost,  the  leading 
causes  for  women  are  motor  vehicle 
accidents,  breast  cancer,  coronary  heart 
disease,  lung  cancer  and  suicide.  For 
men,  the  causes  are  motor  vehicle 
accidents,  coronary  heart  disease,  suicide, 
lung  cancer  and  strokes.  This  means  that 
many  of  these  early  deaths  involving 
younger  people  could  be  prevented. 

Overall,  Albertans  and  Canadians  rate 
their  health  system  very  highly.  In  fact, 
it's  something  of  which  we're  very  proud. 
Many  people  consider  it  one  of  the  key 
features  of  our  Canadian  society. 
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We  take  pride  in  findings  that  our  health 
system  is  more  efficient  than  the  United 
States.  Headlines  like  "Hospital  patients 
cost  U.S.  40  per  cent  more"  (Globe  and 
Mail,  March  18,  1993)  confirm  that  our 
system  is  a good  one,  but  also, 
unfortunately  can  lull  us  into  thinking  we 
don't  need  to  make  changes. 

We  also  know  that  there  are  some  factors 
which  influence  our  health  that  go  well 
beyond  the  health  system.  While  much  of 
our  past  has  been  spent  focusing  on  how 
to  treat  illness,  we  now  know  that  there's 
much  more  to  health  than  that.  The 
strength  of  our  economy,  a stable  income, 
meaningful  work,  a good  education,  a 
positive  workplace  environment, 
supportive  family  and  friends,  a healthy 
early  childhood,  a clean  and  safe  physical 
environment  and  the  ability  to  handle 
stress  - all  of  these  factors  are  known  to 
have  a positive  effect  on  health.  And  yet, 
these  are  factors  over  which  the  health 
system  has  very  little  control.  So  if  we 
truly  want  to  improve  the  health  of 
Albertans,  we  have  to  look  well  beyond 
the  health  system  for  solutions.  And  if 
most  of  our  dollars  go  into  traditional 
health  care,  there  will  be  little  left  over  to 
address  broader  issues  in  health. 

Can  our  current  health  system,  with  80 
per  cent  of  its  resources  invested  in  acute- 
care  hospitals  and  physician  and 
professional  services,  improve  outcomes? 
How  much  more  can  we  achieve  without 
rebalancing  and  redirecting  our  resources 
to  broader  areas  of  prevention, 
community  care  and  support? 


Health  Expenditures 

infant  Mortality 

Life  Expectancy 

as  % of  GDP 

Per  Capita  ($US) 

Per  1000 

Male 

Female 

JAPAN 

6.5 

1,171 

4.6 

75.9 

81.9 

GERMANY 

8.1 

1,486 

7.5 

72.6 

79.0 

UNITED  STATES 

12.2 

2,566 

9.1 

72.0 

78.8 

GREAT  BRITAIN 

6.2 

972 

7.9 

72.8 

78.4 

FRANCE 

8.8 

1,532 

7.2 

72.7 

80.9 

CANADA 

9.4 

1,770 

6.8 

74.0 

80.6 

Source:  OECD  Health  Data  File,  1992 
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Do  We  Have  A Crisis? 


Now  that  you've  read  through  all 
that  information,  let's  look  at  the 
last  question  we  posed  at  the 
beginning  of  this  section. 

Do  we  have  a crisis  in  health  funding? 

The  answer  likely  depends  on  who  you 
ask. 

If  you  look  at  the  reaction  to  the  first 
specific  cuts  in  health  funding  announced 
in  July,  you  might  conclude  that  yes,  we 
do  have  a crisis.  There  were  dire  warnings 
of  bed  closures,  substantial  job  losses,  and 
deterioration  of  the  basic  quality  of  our 
health  system.  Only  a few  people 
suggested  that  cuts  could  be  made  without 
compromising  quality  of  care. 

I On  the  other  hand.  Heather  Smith  from 
j the  United  Nurses  of  Alberta  says,  "There 
I is  no  crisis  in  health  care.  The  crisis  lies  in 
i the  hearts  of  governments  who  allocate 
money  on  the  basis  of  lobbying  and  political 
influence.  We  condemn  the  skewed 
politicians  who  cut  deficits  by  reducing  our 
access  to  health  care.  " 

So  do  we  have  a crisis  or  don't  we?  Like  it 
j or  not,  the  province  must  reduce  all  its 
spending,  including  spending  on  health 
! care,  in  order  to  balance  the  budget.  And 
I Albertans  have  said  loud  and  clear  they 
( want  the  budget  balanced.  The  job  for  all 
j of  us  is  to  find  ways  of  making  the  best 
I use  of  the  dollars  available  so  we  can  avoid 
I a crisis  in  funding,  avoid  a crisis  in  the 
j quality  of  health  care  Albertans  receive 
I and  move  forward  with  new  approaches  to 
i health. 


QUICK  FACTS 


• The  major  hospitals  in  Edmonton  and  Calgary  account  for  24.6  per  cent  of 
the  Alberta  Health  Budget. 

• The  5 regional  hospitals  in  Red  Deer,  Grande  Prairie,  Fort  McMurray, 
Medicine  Hat  and  Lethbridge  with  140  to  350  beds  use  5 per  cent  of  the 
Alberta  Health  budget. 

• The  65  rural  hospitals  with  10  to  50  beds  use  3.8  per  cent  of  the  Alberta 
Health  budget.  That's  more  than  the  Home  Care  budget  for  the  entire 
province. 

• An  MRI  machine  costs  between  $2  and  3 million.  The  migraine  drugs  Berta 
would  like  to  get  cost  $100  for  a prescription  of  six  tablets.  If  the  drugs 
were  approved  for  funding  under  Alberta's  drug  plans,  the  potential  cost  to 
the  province,  for  these  drugs  alone,  would  be  In  excess  of  $3  million 

per  year. 

• The  supply  of  doctors  is  growing  faster  than  the  population.  We  now  have 
one  doctor  for  every  586  people.  That's  an  increase  of  10.6  per  cent  since 
1 986.  In  rural  Alberta,  the  number  of  physicians  Increased  by  17.4  per  cent 
between  1987  and  1992,  although  some  rural  communities  still  have 
difficulty  recruiting  and  keeping  physicians. 

• Cataract  surgery  costs  about  $1 700. 

• A standard  visit  to  your  physician  costs  between  $10.20  and  $40.40, 
depending  on  the  type  and  scope  of  services  provided. 

• Having  a baby  costs  about  $2100,  Including  hospital  and  physician  services. 

• Alberta  spends  $500  million  a year  on  lab  and  diagnostic  Imaging  services, 
the  second  highest  of  all  provinces.  Our  costs  are  21  per  cent  higher  than 
Manitoba  and  Saskatchewan  and  30  per  cent  higher  than  Quebec. 

• There  are  1 77  boards  and  1166  board  members  in  the  health  system. 

• Most  of  the  Alberta  Health  Care  Insurance  budget  is  spent  on  physician 
services.  Approximately  2.65  million  Albertans  are  registered  with  the 
plan. 


V 


You've  read  all  about  the  new  realities  of  our  heaith  system.  Now  we  want  you 
to  consider  these  questions: 


1. 


2. 


Are  we  getting  the  outcomes  we  want  and  expect  with  the 
amount  of  money  we  spend?  ^ ^ 


Can  we  make  better  use  of  the  current  resources  we 
have?  Can  we  improve  outcomes  without  spending 
more  money?  / 


I 


3.  Can  we  reduce  funding  by  as  much  as  25  per  cent  over 
the  next  three  years  without  radicai  structural  changes? 


NEW 

EXPECTATIONS 


16  What  Drives  Our  Expectations? 


Let's  turn  now  from  the  facts  and 
numbers  to  some  very  difficult 
issues  - issues  that  focus  on  what  we, 
as  Albertans,  expect  from  our  health 
system.  We've  seen  from  the  last  section 
that  "public  expectations"  is  one  of  the  big 
ten  cost  drivers.  Do  we  expect  too  much? 
Are  there  reasonable  limits  on  what  we  can 
expect  from  health  care?  And  if  there  are, 
how  do  we  balance  those  limits  with  our 
desire  to  save  the  lives  of  our  family 
members  and  friends,  often  at  any  cost? 
As  the  costs  are  increasing,  do  we  have  to 
make  some  decisions  about  what  kinds  of 
treatments  should  be  covered  by  basic 
health  care  and  for  whom? 

In  this  section,  we  want  you  to  think  very 
carefully  about  those  questions. 

What  do  Albertans  expect  from  their 
health  system?  We  know  that  there  is  a 
continuing  high  public  expectation  for 
access  to  quality  health  services,  including 
the  latest  technologies  and  advances  in 
treatment.  We  also  know  that  there  are 
increasing  expectations  for  health  and 
support  services  to  be  provided  in 
communities  rather  than  in  hospitals  as 
both  younger  and  older  Albertans  with 
illnesses  and  disabilities  choose  to  live  in 
their  own  homes.  We  know  that 
Albertans  want  to  be  fully  involved  in 
decisions  about  their  health  and  their 
health  care.  No  longer  are  people  willing 
to  let  others  make  decisions  for  them. 
And  finally,  we  know  that  there  is  a 
growing  concern  about  quality  of  life  in 
the  final  days  of  life. 


In  recent  years,  we've  all  learned  a lot 
about  the  latest  research  breakthroughs. 
The  information  revolution  has  the 
potential  to  de-mystify  professions  and 
provide  more  and  more  information 
directly  to  patients,  but  the  risk  is  that 
people  will  have  the  information  but  no 
understanding  of  what  it  means  or  how  to 
use  it  appropriately.  We  hear  through  the 
media  about  medical  discoveries  and  new 
ways  to  treat  diseases  and  conditions, 
sometimes  at  very  early  stages  when  the 
so-called  treatment  offers  more  promise 
than  proven  cure.  With  the  high  volume 
of  news  about  health  care,  we  have  come 
to  expect  that  there  might  be  a cure  for 
whatever  health  problem  we're  facing. 
And  not  surprisingly,  if  some  of  those  new 
cures  or  treatments  are  not  available  in 
Alberta  because  of  costs,  some  of  us  get 
angry,  especially  if  someone  close  to  us  is 
affected. 

What  drives  our  expectations  for  health 
care?  A number  of  factors.  The  media, 
and  the  amount  of  information  we  receive 
about  treatments  and  cures,  is  one  factor. 
But  also,  the  health  system  itself.  As 
improvements  take  place,  we  want  more. 
Robert  Evans  says,  "Nor  do  'patient 
expectations'  arise  in  a vacuum.  As  an 
obvious  example,  Canadian  physicians 
sometimes  complain,  quite  properly,  that 
some  patients  come  in  'demanding' 
unnecessary  cholesterol  tests.  But  patients  do 
not  think  up  this  demand  for  themselves.  " 
As  we  saw  in  the  A1  and  Berta  story, 
medical  professionals  have  told  us  it's 
better  to  be  safe  than  sorry.  We've 
frequently  been  warned  that  early 
detection  of  problems  improves  the 
possibility  of  full  recovery.  And  we've 
listened.  We've  gone  for  tests  because  we 
thought  it  was  the  right  thing  to  do.  The 
reason  why  79  per  cent  of  Albertans  had 
their  blood  pressure  checked  last  year  is 
the  same  reason  why  we  go  for  apparently 
unnecessary  cholesterol  tests  or  want 
access  to  an  MRI. 


And  finally,  our  expectations  are  driven  by 
our  natural  desire  to  live  healthy  lives  for 
as  long  as  possible,  and  when  we  have 
health  problems,  we  want  them  fixed. 

The  problem  we  now  face  is  that 
boundless  expectations  cannot  be  paid  for 
by  a bounded  amount  of  funding. 


Tf- 


The  cost  of  a heart  transplant  is 
about  $100,000.  The  cost  of  a 
kidney  transplant  is  $25,000  to 
$35,000. 
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Do  We  Expect  Too  Much? 


As  a community,  we  need  to  sort 
out  our  expectations  and  decide 
what  are  reasonable  expectations 
for  our  health  system.  We  all  want 
everyone  to  have  universal  access  to 
medically  necessary  care.  But  we've  never, 
as  a society,  decided  what  that  means.  Are 
there  boundaries  on  what  is  medically 
necessary  and  how  do  we  decide  what 
those  boundaries  are? 

Every  day,  in  hospitals,  in  emergencies  and 
in  doctors'  offices,  people  involved  in  the 
health  system  and  patients  are  forced  to 
make  very  difficult  choices,  life  and  death 
choices  in  some  cases.  When  there  is  a 
shortage  of  organs  for  transplant  and  a 
number  of  people  who  need  the 
transplant,  who  decides  which  patient 
should  receive  the  treatment  and  how 
should  these  decisions  be  made?  Should 
the  decisions  be  left  in  the  hands  of 
individual  doctors?  Should  we  consider 
the  cost,  the  age  of  patients,  their  lifestyle, 
family  circumstances  or  contributions  to 
society  or  should  the  decisions  be  random 
or  first-come,  first-served?  Do  we  need  a 
mechanism  for  making  these  kinds  of 
choices? 

With  limited  resources,  we  are  also  going 
to  face  more  and  more  questions  about 
when  treatment  should  be  limited  and 
what  kinds  of  services  should  be  publicly 
funded.  How  do  we  decide  if  treatment 
for  certain  patients  should  be  limited?  Do 
we  consider  costs,  not  only  for  the 
treatment  itself,  but  also  future  costs  such 
as  home  care,  rehabilitation,  family 
support,  and  so  on?  Take  the  example  of  a 
seriously  ill  newborn  infant  who  needs  a 
heart  transplant.  The  cost  of  the 
transplant  for  the  child  could  be  $100,000 
and  the  prognosis  often  is  not  good.  On 
the  other  hand,  the  cost  of  a kidney 
transplant  ranges  between  $25,000  and 
$35,000.  If  there  is  a limited  budget  for 
transplants,  who  decides  whether  one 
child  gets  a heart  transplant  or  three 
people  get  a kidney  transplant,  and  how 
should  those  decisions  be  made? 


Do  we  put  limits  on  the  kinds  of  services 
to  be  funded  publicly  and  how  do  we 
decide  on  which  treatments  and  who 
receives  them? 


These  are  difficult  questions,  questions 
that  cause  us  to  re-examine  our 
expectations  of  the  health  system.  And 
questions  that  cause  us  to  think  more  and 
more  about  changing  the  way  we  think 
about  health.  As  our  expectations  for 
health  care  grow,  as  more  and  more 
medical  advances  make  new  treatments 
and  techniques  available,  and  as  resources 
remain  limited,  we  may  be  forced  to 
consider  whether  there  should  be  more 
limits  placed  on  publicly  funded  health 
care  or  whether  there  are  other  solutions 
which  will  allow  us  to  maintain  our  health 
system  but  keep  the  price  tag  reasonable. 


# 


"The  short-hand  story,  then,  is 
that  despite  their  diversity,  heaith 
care  systems  in  every  society 
have  aii  evoived  without 
mechanisms  to  assure 
accountabiiity  for  effectiveness, 
efficiency,  and  appropriateness 
of  care  provided.  The  response 
of  providers  to  every  issue,  every 
probiem,  every  question,  has 
been,  'We  must  meet  needs  - 
Give  us  more. 

Robert  Evans 
Health  care  economist 


t 


"When  we  began  to  pian 
medicare,  we  pointed  out  that  it 
wouid  be  in  two  phases.  The  first 
phase  wouid  be  to  remove  the 
financiai  barrier  between  those 
giving  the  service  and  those 
receiving  it.  The  second  phase 
wouid  be  to  reorganize  and 
revamp  the  deiivery  system  - and 
of  course,  that's  the  big  item,  it's 
the  big  thing  we  haven't  done 
yet. " 

Tommy  Douglas 
1982 


What  follows  on  the  next  page  is  a series 
of  four  stories  as  test  cases.  The  purpose 
of  the  stories  is  to  illustrate  the  kinds  of 
tough  choices  we  will  have  to  make  if  we 
are  to  try  to  set  new  expectations  for  our 
health  system.  The  stories  are  fictional 
but  they  could  be  real.  They're  based  on 
real  information  and  real  dilemmas.  They 
reflect  issues  that  go  well  beyond  dollars 
and  cents.  And  they  involve  real  people 
with  very  real  health  problems. 

We  don't  expect  you  to  be  able  to  answer 
all  the  questions  we've  outlined.  But  we 
want  you  to  understand  that  these  are 
questions  that  must  be  asked.  We  want 
you  to  consider  what  kinds  of 
mechanisms,  if  any,  should  be  put  in  place 
to  address  the  questions  and  to  come 
prepared  for  a discussion  of  what  may  be 
the  toughest  issues  we  need  to  face. 


18  Testing  The  Limits 


Test  Case  1 : 

A 25  week,  750  gram  infant  (infants  weighing  less  than  2500  grams 
are  considered  low  birth  weight  babies)  is  born  to  a young  couple. 

Afier  several  months  of  aggressive  treatment  to  keep  the  child  alive, 
three  outcomes  are  possible:  (1)  the  infant  is  dependent  on  a respirator 
to  live  and  has  moderate  developmental  difficulties  and  other 
complications,  (2)  the  infant  is  weaned  from  the  respirator  and  suffers 
from  serious  lung  disease,  blindness,  cerebral  palsy,  severe 
developmental  disabilities  and  other  complications,  or  (3)  the  infant 
dies  despite  the  aggressive  treatment.  The  last  two  are  the  more  likely 
outcomes  for  this  child. 

Tough  Questions: 

• What  treatment  should  be  provided  to  this  infant? 

• Who  should  decide?  Should  this  type  of  decision  be  left  to  the  family  and 
the  physician  or  should  it  be  dealt  with  publicly  through  some  other 
mechanisms? 

• What  factors  should  be  considered  in  deciding  the  type  of  treatment  to  be 
provided?  Should  the  cost  of  supporting  and  caring  for  the  infant  in  future 
years  be  one  of  the  factors  considered? 

Let's  continue  on  with  this  story. 

After  six  months  of  intensive  treatment  in  hospital,  the  child  is  well 
enough  to  go  home.  The  child  must  be  on  a respirator,  she  is  blind  and 
has  moderate  developmental  disabilities  and  other  complications. 

Home  support  is  required  to  help  the  family  deal  with  her  medical 
problems.  There  is  a dollar  limit  per  month  on  the  amount  of  home 
care  benefits  a person  or  family  are  eligible  to  receive.  In  this  case,  the 
cost  of  the  care  is  more  than  the  amount  the  young  couple  is  eligible  to 
receive  and  they're  having  trouble  paying  for  the  additional  costs. 

Tough  Questions: 

• If  the  costs  of  services  required  by  the  child  are  greater  than  the  limit  of 
benefits  available,  should  additional  support  be  provided  to  allow  this  child 
to  stay  at  home?  If  not,  what  happens  to  this  family?  What  other  options 
should  be  available  to  them? 

Test  Case  2: 

Mrs.  Peters  is  a 65  year  old  woman  with  Parkinson 's  Disease  and  has 
been  receiving  home  care,  nursing  and  home-making  services  for  the 
past  five  years.  She  has  no  family  living  nearby,  so  without  the  home- 
making services,  she  would  need  to  be  admitted  to  a long-term  care 
facility.  The  nurse  who  has  been  visiting  Mrs.  Peters  believes  that  she 
could  get  by  with  fewer  nursing  visits  since  most  of  the  time  is  spent 
visiting  with  her  simply  because  she  is  lonely.  Mrs.  Peters  wants  to 
remain  at  home  and  does  not  want  her  nursing  visits  reduced.  The 
health  unit  that  has  been  providing  the  home  care  services  has  received 
some  budget  increases,  but  those  increases  have  not  kept  pace  with  the 
increasing  number  of  clients  they  serve.  They  are  looking  at  ways  they 
can  serve  their  clients  within  the  existing  budget. 

Tough  Questions: 

• Should  the  health  unit  reduce  Mrs.  Peters'  nursing  care? 

• Should  some  of  Mrs.  Peters'  home  care  be  handled  by  nursing  aides  or 
other  personnel  instead  of  a registered  nurse? 

• Should  Mrs.  Peters  be  receiving  home  care  at  all? 


Test  Case  3: 

A province's  total  budget  for  physician  services  is  set  at  $1.5  billion. 
Due  to  increases  in  the  types  of  services  that  are  covered  and 
increasing  demand  for  services,  it  is  expected  that  the  budget  for 
physician  services  will  be  over  budget  by  $0.2  billion.  Consequently, 
the  province  has  to  consider  de-insuring  some  services.  Two  specific 
treatments  are  being  considered:  (1)  screening  for  a particular 
cancer  in  men  over  70  years  old  because  the  slow  progression  of  the 
cancer  makes  it  unlikely  that  they  would  die  from  the  disease  if  they 
had  no  other  symptoms  before  they  were  70,  (2)  cholesterol  screening 
for  males  under  30  since  studies  have  shown  that  it  is  unlikely  that 
young  males  will  have  high  cholesterol. 

Tough  Questions: 

• In  general  terms,  what  types  of  services  should  be  de-insured?  High-cost, 
high-tech  services  which  are  only  used  by  a few  people  each  year 

(e.g.  hver  transplants,  pediatric  heart  transplants)?  Or  low-cost,  high- 
volume  services  of  questionable  benefit  (e.g.  office  visits  for  the  common 
cold,  cholesterol  screening,  office  visits  to  obtain  prescriptions  for  male 
pattern  baldness)? 

• Should  men  over  70  have  access  to  the  cancer  screening  if  they  are 
willing  to  pay  for  it  themselves?  If  they  do,  and  the  test  is  positive, 
should  their  treatment  be  publicly  funded? 

• Apply  these  same  questions  to  males  under  30  who  go  for  cholesterol 
tests. 

• Should  standards  be  set  for  when  these  types  of  tests  are  covered,  if  at  all? 

Test  Case  4: 

Mrs.  Jones  receives  a call  at  work  from  the  daycare.  Her  two  year 
old  son,  Matthew,  has  a runny  nose  and  a slight  fever.  The  daycare 
manager  asks  Mrs.  Jones  to  come  and  pick  up  Matthew.  Matthew 
has  had  a number  of  respiratory  problems  and  ear  infections  over  the 
past  six  months.  Mrs.  Jones  calls  the  doctor  and  makes  an 
appointment.  The  doctor  examines  Matthew  and  determines  that 
he  has  a respiratory  infection.  However,  since  he  has  been  on 
antibiotics  several  times  in  the  last  year,  the  doctor  recommends 
keeping  him  home  and  making  sure  he  gets  lots  of  fluids  and  rest. 
Mrs.  Jones  tells  the  doctor  that  neither  she  nor  her  husband  can 
afford  to  take  time  off  from  work  to  stay  at  home  with  Matthew. 

The  doctor  decides  to  prescribe  a different  antibiotic. 

Tough  Questions: 

• Should  this  visit  to  the  doctor  be  publicly  funded? 

• Are  there  other  ways  of  dealing  with  health  problems  like  this  one  that  are 
more  cost-effective? 


NEW  CHOICES  AND 
NEW  MODELS 


In  the  years  since  Alberta  became  a 
province,  we  have  developed  an 
excellent  health  system.  In  doing  so, 
we  made  choices  and  decisions  that  likely 
were  the  right  thing  to  do  given  the 
circumstances  we  faced.  But  those 
circumstances  have  changed.  There  is  no 
point  in  looking  back  now  with  20/20 
hindsight  and  saying  that  we  should  have 
made  different  choices. 

We're  at  a stage  now  where  we  must  make 
new  choices  - choices  that  will  lead  to  a 
very  different  health  future. 

In  this  section  we  put  you  to  work  again. 
Your  task  in  this  section  is  to  begin 
identifying  specific  new  choices  that  we 
need  to  make. 

Saying  that  we  have  to  make  new  choices 
is  a lot  easier  than  actually  making  the 
choices.  There  are  a number  of  hard 
realities  that  make  it  very  difficult  for  us  to 
move  and  move  quickly  from  our  current 
model  of  health  delivery.  In  this  section, 
we'll  talk  about  some  of  those  "hard 
realities"  - realities  that  can  act  as  real 
barriers  to  change. 

But  before  we  get  into  that,  let's  look  for  a 
minute  at  health  goals.  It  just  makes  sense 
that  before  we  make  new  choices  and 
decisions  about  new  approaches  to  health, 
we  should  have  some  clear  goals  in  mind. 

Over  the  past  few  years,  a lot  of  work  has 
been  done  on  health  goals.  An  advisory 
committee  on  health  goals  was  established 
in  1990  and  it  has  worked  with  a range  of 
Albertans,  health  care  associations, 
agencies  and  groups  to  develop  the 
following  nine  health  goals: 


In  ancient  China,  the  Mandarins 
gave  preventative  medicine  a 


boost  by  paying  doctors  only  if 
their  patients  were  well. " 

The  Economist,  1991 


GOALS 

1 To  increase  the  number  of  years  of 
good  health  by  reducing  illnesses, 
injuries  and  premature  deaths  and 
improving  well-being. 

2 To  make  decisions  based  on  good 
information  and  research. 

3 To  include  a health  perspective  in 
public  policy. 

4 To  have  appropriate,  accessible  and 
affordable  health  services. 

5 To  live  in  strong,  supportive  and 
healthy  families  and  communities. 

6 To  live  in  a healthy  physical 
environment. 

7 To  recognize  and  maximize  individual 
potential  in  spite  of  biological 
differences. 

8 To  choose  healthy  behaviours. 

9 To  develop  and  maintain  skills  for 
facing  the  challenges  of  life  in  a healthy 
way. 

Another  factor  that  needs  to  be  considered 
are  the  five  principles  underlying  the 
Canada  Health  Act: 

1.  Public  administration  - The  Canadian 
health  care  system  is  run  on  a non-profit  basis. 
Services  can  be  contracted  out  to  the  private 
sector,  but  control  is  in  the  public  arena. 

2.  Comprehensiveness  - All  medically 
necessary  physician  and  hospital  services  must 
be  available  to  all  residents  of  the  country. 

3.  Universality  - All  Canadians  must  be 
insured  for  medical  and  hospital  services. 

4.  Portability  - Canadians  must  receive 
insurance  coverage  for  hospital  and  medical 
services  received  in  another  province. 

5.  Accessibility  - Services  must  be  available 
without  user  fees,  extra  billing  or  other  barriers 
to  reasonable  access. 


For  the  purposes  of  this  Roundtable 
Workbook,  we're  not  proposing  to  get  into 
a lengthy  discussion  about  health  goals  or 
the  Canada  Health  Act.  It  is  important, 
though,  to  consider  these  goals  and  the 
principles  of  the  Canada  Health  Act  as 
part  of  the  framework  for  the  choices  you 
will  have  to  consider  in  this  section.  It's 
also  important  to  remember  that  we're 
now  looking  at  a much  broader  view  of 
health  than  just  the  treatment  and  cure  of 
illness.  When  you  consider  the  choices 
and  options  for  the  future,  keep  in  mind 
that  we're  not  just  talking  about  hospitals 
and  doctors.  We're  talking  about  ways  to 
manage  our  health  system  and  improve 
the  overall  health  of  Albertans. 


"Once  one  has,  in  Uwe 
Reinhardt's  graphic  phrase, 
provided  'places  at  the  health 
care  feast, ' those  seated  will 
resist  any  effort  to  reduce  their 
portions,  change  the  menu  or 
especially  to  allow  someone  else 
to  be  served  instead." 

Robert  Evans 


What  are  some  of  those  hard  realities  that 
can  act  as  barriers  to  change?  If  we  all  sat 
down  and  made  a list,  we'd  likely  come  up 
with  hundreds  of  them,  such  as:  decisions 
we've  made  in  the  past  that  now  are  part 
of  the  reality  of  the  '90's  even  though  they 
were  made  a decade  ago;  traditions  and 
habits  - ways  of  doing  things  that  have  a 
lengthy  history  and  are  just  the  way  it's 
always  been  done;  a resistance  to  change 
that's  natural  but  at  the  same  time  is 
complicated  by  the  fact  that,  until  now, 
there  hasn't  been  much  urgency  attached 
to  the  need  to  change  our  health  system; 
large  numbers  of  boards  and 
administrations;  questions  about  who  is 
accountable  and  for  what  kinds  of 
decisions;  reluctance  to  consider 
alternative  forms  of  treatment  and  care. 

The  list  could  go  on  and  on. 
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lat  we  have  done  is  to  provide 
short-list  of  issues.  We  hope 
these  are  the  key  ones  in  most 
people's  minds  as  well.  If  we've  missed 
some,  the  list  is  open-ended  so  please  add 
your  own  ideas. 


p Your  task  in  this  section  is  to  review  the 
list  of  issues.  On  the  charts  on  the 
|i  following  pages,  look  at  the  issues  listed 
under  the  column  What  is.  The  issues  are 
fairly  straightforward  although  they 
I certainly  are  not  easy.  We've  provided 
I only  a basic  description  of  the  issues, 
hoping  that  most  people  will  understand 
what  they  are  about.  If  you  aren't  familiar 
I with  any  one  of  the  issues,  ask  someone 
' you  know  in  the  health  system  or  wait  for 
the  discussions.  Undoubtedly,  for  each 
one  of  these  issues,  the  discussions  will  be 
lively. 


# 


"In  the  end,  trustees  have  to  be 
committed  to  the  good  of  the 
community,  and  if  Leduc  can 
offer  me  better  service  in  a 
particular  area  of  health,  darn  it, 
let's  do  it. " 

John  Moiand 
Board  Chairman 
Devon  Hospital 


Your  next  job  is  to  look  at  the  column. 
What  should  be.  That  one's  blank,  and  it's 
your  job  to  fill  it  in.  For  each  one  of  the 
! issues  identified,  how  would  you  like  to 
j see  the  issue  change  by  the  year  2000?  We 
, know  what  the  issue  is  now.  What's  the 
I future  we  would  prefer  to  see?  Remember 
, that,  in  some  cases,  you  may  not  want  to 
I change  the  situation  with  a particular 
j issue.  If  you  think  the  issue  should  remain 
j as  it  is  now,  that's  fine.  The  issues  aren't 
I there  because  they  are  right  or  wrong,  they 
i are  there  only  because  they  are  issues 
I where  we  need  some  consensus  on  future 
I directions  we  want  to  take. 


To  help  with  this  part  of  the  task,  we've 
outlined  three  scenarios  for  the  year  2000. 
Each  of  the  scenarios  is  plausible  and 
possible.  There  will  be  some  things  you 
like  and  dislike  about  each  of  them.  As 
you  read  through  the  scenarios,  check  off 
the  components  that  you  like  and  those 
that  you  dislike.  Put  together  your  own 
scenario  if  you'd  like.  It's  up  to  you  to 
decide  which  elements  of  each  scenario 
would  be  included  in  your  preferred 
future.  Come  to  the  Roundtable  prepared 
to  discuss  and  debate  the  scenarios. 


The  last  column  is  What  choices  do  we  need 
to  make?  How  do  we  close  the  gap 
between  what  is  now  and  what  we  would 
like  it  to  be  by  the  year  2000?  What 
specific,  tangible,  strategic  steps  do  we 
have  to  take  to  get  there?  Again,  come 
prepared  to  discuss  this  and  offer  your 
ideas  at  the  Roundtable. 

Additional  charts  will  be  provided  at  the 
Roundtable  for  each  group  so  go  ahead 
and  scribble  on  this  one  - it's  yours  to  use. 
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"What  I guess  we  would  hope  for 
is  that  there  would  be  more 
rational  discussion  about  heaith 
care ...  rather  than  (having 
Canadians)  continuing  to  say  to 
ourseives  'We  have  the  best 
possible  health-care  system  in 
the  world'  like  a mantra  without 
looking  at  how  it  actuaiiy 
functions  and  without 
questioning  who  is  getting  the 
service  and  what  kind  of  service 
are  they  getting. " 

Michael  Walker 
Fraser  Institute 
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22  Three  Sceneries 


Alberta's  health  system  stays  much  the 
same  as  it  has  been  for  the  past  decade, 
but  some  important  changes  have 
taken  place. 

All  Albertans  are  covered  by  health  care 
insurance  regardless  of  their  ability  to  pay. 
Government  continues  to  be  responsible  for 
health  care  insurance  and  pays  for  it  through  a 
combination  of  general  taxes,  payroll  taxes, 
employer  health  taxes  and  premiums. 

Limits  have  been  placed  on  the  kinds  of 
service  covered  under  the  government 
insurance  plan.  Extensive  consultations 
involving  the  public,  physicians,  nurses  and 
other  health  professionals  tvere  held  in  order 
to  come  up  with  a model  that  identifies  which 
services  are  publicly  funded  and  which  are  not. 
The  model  is  reviewed  every  two  years  and 
modifications  are  made. 

Extra  private  insurance  to  pay  for  services  not 
covered  under  the  government  plan  is 
available  for  those  who  can  afford  it. 

Means  tests  have  been  put  in  place  for  seniors 
benefits  and  for  certain  other  health  programs. 


Physicians  are  paid  on  a fee-for-service  basis 
that  is  part  of  an  agreement  negotiated  with 
government.  Hospitals  receive  global  budgets 
from  government  and  do  a lot  of  private  fund- 
raising as  well.  The  majority  of  the  health  care 
budget  goes  for  physician  and  hospital  services. 
Much  of  the  funding  for  urban  hospitals  goes 
to  support  high-tech  acute-care. 

Hospitals  continue  to  be  run  by  hospital 
boards,  and  most  of  these  boards  now  are 
elected.  Some  hospitals  have  completely 
reorganized  in  order  to  reduce  waste  and 
administrative  costs  and  focus  their  efforts  on 
the  patient.  In  several  cases,  a number  of 
hospital  boards  now  operate  more  than  one 
hospital.  Due  to  lack  of  funds,  1 5 small  rural 
hospitals  have  been  closed  and  so  have  two  city 
hospitals,  in  spite  of  strong  community 
opposition.  Some  rural  hospitals  have  been 
converted  to  long-term  care  facilities. 

Capital  construction  has  been  frozen  for 
several  years  and  only  essential  renovations  are 
funded. 


Efforts  have  been  made  to  move  towards  more 
of  a community  health  system  but  little 
progress  has  been  made  primarily  because 
people  are  comfortable  with  the  system  the 
way  it  is.  Coordination  of  planning  takes 
place  in  more  and  more  communities,  but  the 
results  are  inconsistent.  Support  for  mental 
health  and  public  health  continues  to  be 
limited. 

Albertans  continue  to  be  concerned  about 
their  health.  They  regularly  visit  their  doctor 
for  check-ups  and  tests.  But  no  information  is 
available  about  whether  or  not  the  overall 
health  of  Albertans  has  improved.  With 
limited  funds,  no  money  could  be  allocated  for 
this  purpose. 

Every  year,  government  and  people  in  the 
health  sector  struggle  with  difficult  decisions 
about  how  to  limit  or  reduce  spending.  A 
commission  involving  members  of  the  public 
has  been  set  up  to  help  with  this  process. 

Government  spending  on  health  care  has  risen 
to  40  per  cent  of  total  revenues.  Most  other 
government  programs  have  been  cut  in  order 
to  preserve  the  health  system. 


A regional  health  care  system  covers  the 
L\  province.  Health  care  continues  to  be 
JL  jL^ublicly  funded  but  the  money  now  is 
provided  directly  to  18  elected  regional  health 
authorities.  That  includes  both  operating 
funds  and  capital  funds  for  day-to-day 
maintenance  and  upkeep  of  the  facility.  The 
regional  authorities  decide  how  the  money 
should  be  used  to  meet  the  needs  of  the 
communities  they  serve.  Both  provincial  and 
regional  health  care  budgets  are  capped  and 
increases  in  funds  over  the  past  decade  have 
been  minimal,  just  keeping  pace  with 
inflation.  Eunding  for  health  care  has 
remained  constant  at  just  under  30  per  cent  of 
all  government  spending.  Aside  from  setting 
basic  policies  and  standards  and  monitoring 
funding,  the  government  does  not  play  a 
major  role  in  decisions  made  by  regional 
authorities. 

Regional  health  authorities  have  made  some 
difficult  decisions.  They  have  moved  more  to 
community-based  alternatives  and  with  that, 
came  more  emphasis  on  preventing  illness  and 
providing  care  in  the  community.  All  regions 
have  developed  an  integrated  community 
system  combining  management  of  home  care, 
community  mental  health,  public  health  and 


other  community  care  programs.  This  system 
serves  as  a single  point  of  entry  for  most  health 
services  in  the  region,  based  on  regional 
assessment  and  case  management. 

Many  regional  authorities  are  developing 
Community  Health  Centres,  some  to  replace 
former  hospitals.  These  Centres  provide 
coordinated  access  to  a range  of  services  from 
public  and  community  care  to  referral  to 
specialized  acute-care  services  offered  in  other 
centres.  Consumers  needing  health  care  are 
required  to  register  with  a Community  Health 
Centre  or  a private  practice  physician  of  their 
choice. 

Community  Health  Centres  employ  health 
professionals,  including  doctors,  and  all  are 
paid  on  a salary  basis.  Changes  have  been 
made  to  professional  legislation  and 
regulations  and,  as  a result,  health 
professionals  now  work  as  a multidisciplinary 
team.  A number  of  people  offering  non- 
traditional  treatments  also  have  been  added  to 
the  team  of  professionals.  This  change  has 
happened  slowly  and  continues  to  meet 
resistance  among  some  health  professionals.  A 
number  of  physicians  continue  to  work  in 
private  practice  and  are  reimbursed  by  the 


regional  health  authorities  on  the  basis  of  the 
overall  number  of  patients  they  have,  not  the 
number  of  visits  or  services  provided. 

Purchases  of  new  high-tech  equipment  by 
acute-care  hospitals  have  been  limited, 
primarily  due  to  a shortage  of  funds,  and 
many  physicians  and  members  of  the  public 
continue  to  be  concerned  that  specialized 
equipment  is  not  available  in  many  regions. 
There  has  been  a continuing  trend  toward 
hospitals  choosing  to  specialize  in  certain 
kinds  of  treatment  which  means  consumers 
have  to  travel  to  those  hospitals  instead  of 
having  access  in  hospitals  closer  to  their 
homes. 

Overall,  Albertans  continue  to  be  satisfied 
with  their  health  system.  Many  concerns  have 
been  raised  about  the  closure  of  hospitals  but 
those  are  balanced  by  positive  response  to  the 
fact  that  more  services  are  available  in 
communities  and  improvements  have  been 
made  in  home  care  and  mental  health  care. 
Because  of  more  emphasis  on  prevention, 
mental  health  care  and  alternative  approaches, 
the  overall  health  of  Albertans  seems  to  be 
improving,  although  there  still  is  very  little 
concrete  information. 
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What  Will  It  Be? 


Alberta  has  chosen  to  take  a number  of 
controls  off  its  health  system  and,  as  a 
result,  Albertans'  health  needs  now  are 
met  by  a combination  of  public  and  private 
facilities.  Health  care  continues  to  be  publicly 
funded  but  a form  of  managed  competition 
has  been  put  in  place. 

In  the  cities,  health  facilities  continue  to  be 
publicly-operated  but  they  compete  to  win 
contracts  from  government  to  provide  certain 
specified  health  care  services.  These  facilities 
are  completely  independent  from  government. 
They  bid  on  a five-year  basis  and  are  selected 
on  the  basis  of  which  facility  can  provide  the 
most  cost-effective  service.  A number  of 
hospitals  in  the  cities  have  closed  because  they 
could  not  compete.  In  addition  to  the  major 
hospitals,  more  and  more  private  clinics  have 
been  set  up  to  provide  limited  kinds  of 
treatment  outside  of  a hospital  setting.  This 
has  taken  some  of  the  less-serious  emergency 
room  business,  day  surgeries  and  diagnostic 
services  away  from  the  major  hospitals. 


In  the  rural  areas,  competition  is  less  common 
because  of  the  distances  between  some  of  the 
communities,  although  a few  private 
companies  are  beginning  to  offer  services  in 
rural  communities.  The  health  care  facilities 
in  rural  areas  continue  to  be  run  by  elected  or 
appointed  boards.  In  one  community,  a 
private  agency  made  up  of  a team  of  nurses 
and  business  people  has  submitted  a bid  to 
government  to  take  over  the  publicly-run 
acute-care  hospital  and  run  it  along  with 
providing  long-term  care,  mental  health  care, 
prevention  and  public  health  programs. 

Slightly  more  money  is  available  for  mental 
health,  home  care  and  community  care  as  a 
result  of  savings  in  acute-care  hospitals. 
Private  companies  also  bid  on  contracts  to 
provide  mental  health  care,  community  care 
and  home  care.  A number  of  small  private 
companies  are  in  place  and  provide  services  to 
their  clients  under  a contract  with 
government.  Most  home  care  is  provided 
privately,  through  small  businesses,  most  often 
operated  by  nurses  and  related  staff  Services 
are  not  available  in  all  parts  of  the  province. 


In  the  private  facilities,  health  professionals, 
including  doctors,  all  are  employed  as 
independent  contractors.  Professional 
legislation  has  been  changed  so  that  the  roles 
of  health  providers  are  less  distinct.  In  private 
facilities,  there  has  been  a significant  move 
towards  multidisciplinary  teams  of 
professionals,  but  this  is  happening  much 
more  slowly  in  the  publicly-administered 
facilities. 

Overall,  competition  among  the  facilities  has 
kept  costs  in  line.  In  particular,  privately  run 
facilities  have  been  able  to  purchase  more  of 
the  latest  high-tech  equipment,  largely  due  to 
private  fund-raising  and  donations. 

Government  continues  to  be  responsible  for 
Alberta  Health  Care  Insurance  and  all 
Albertans  are  covered  regardless  of  ability  to 
pay  and  regardless  of  whether  they  are  treated 
in  a public  or  a private  facility. 


What  Do  You  Think  It  Should  Be? 
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NEW  STRATEGIES 


LETS  EXAMINE  TODAY’S  HEALTH  BILL  FOR 
THE  PEOPLE  OF  ALBERTA  - EVERY  DAY,  1993 


Each  and  every  day,  the  Government  of  Alberta 
spends  our  money  on  health  in  the  following  ways; 


Services  Covered  By 

Alberta  Health  Care  Insurance  Plan 
Acute-Care 
Long-Term  Care 
Community  Health  Services 
Mental  Health  Services 
Central  Program  Delivery  and  Support 


$3,555,000 

5.432.000 

1.336.000 

739.000 

131.000 

68,000 


Every  day,  the  Government  of  Aiberta  coiiects 
some  revenue  for  heaith: 


Premiums  and  Other 
Government  of  Canada 


$1,310,000 

414,000 


TOTAL  EXPENSES  EVERY  DAY 
TOTAL  REVENUE  EVERY  DAY 
TODAY’S  NET  COST  FOR  HEALTH 


$11,261,000 
$1 ,724,000 
$9,537,000 


\Ne  need  to  cut  at  least  $334,000  from  the  expenditures,  every  day  this  year,  in 
order  to  balance  the  health  budget.  Where  are  we  going  to  get  it? 


BANDAID  SOLUTIONS 


We  all  know  that  our  job  is  not  only  to 
outline  what  choices  we  need  to  make  to 
move  to  a preferred  future  for  health.  We 
also  have  to  come  up  with  concrete  and 
! specific  advice  on  where  cuts  should  be 
made  to  the  health  budget  - this  year,  and 
for  the  following  three  years. 

The  target  for  this  year  is  clear:  reduce 
S the  health  budget  by  $122  million  by  the 
end  of  this  fiscal  year.  Can  we  do  it? 
How  do  we  do  it? 

[ The  target  for  the  next  three  years  is  an 
I estimate.  No  specific  targets  have  been  set 

I by  government  but  their  budget  plan  says 

II  that  they  will  announce  three  year  targets 
I this  fall.  The  advice  that  we  give  will 
i'  influence  the  targets  they  set.  We've 
j picked  a total  of  $900  million.  That's 
j just  under  one-quarter  of  the  current 
I health  budget. 

I In  this  section,  you  have  three  tasks.  The 
I first  is  to  indicate  where  cuts  should  be 
j made  for  this  year.  The  second  is  to 
I suggest  where  cuts  should  be  made  over 
' the  next  three  years  to  achieve  the  target. 

I And  the  third  is  to  outline  three  major 
i actions  or  strategies  you  would  take  to 
I help  move  towards  the  target. 

j 

For  the  first  two  tasks,  we  have  provided  a 
j detailed  breakdown  of  the  province's 
‘ budget  for  health.  All  the  numbers  are 
I there  and,  when  you  arrive  at  the 
f Roundtable,  we  will  provide  you  with  a 
( more  complete  explanation  of  where  the 
I dollars  go.  There  are  two  blank  columns  - 
I one  for  1993-94  reductions  and  one  for 
Ij  three-year  reductions.  Your  job  is  to  fill  in 
I those  columns  with  actual  dollar  amounts 
I you  would  allocate  in  each  of  the  budget 
I components  if  you  were  the  Minister  of 
! Health. 


For  the  third  task,  we  want  you  to 
pretend  that  you  are  the  Minister  of 
Health.  Refer  back  to  the  last  section 
where  you  considered  specific  choices  and 
actions  that  need  to  be  taken.  What  three 
major  announcements  would  you  make 
in  each  of  the  next  three  years  in  order  to 
do  two  things:  achieve  the  budget  targets 
and  move  toward  the  preferred  future  we 
discussed  in  the  last  section?  We  want 
you  to  be  specific  and  write  these  as  if 
you  were  writing  the  headline  or  lead 
column  in  a newspaper  article. 

Something  like.  Health  Minister 

announced  today  that  she  was  handing 
over  the  keys  for  X hospital  to  a 
consortium  of  private  business  people  . . 

or  Health  Minister announced  that 

health  care  premiums  would  increase  by 
$X  in  order  to  keep  pace  with  increasing 
costs. 

You  decide  what  announcements  should 
be  made  to  move  Alberta  from  where  we 
are  now  to  a preferred,  and  more  healthy 
future. 

That  is  your  task.  The  recommendations 
you  make  will  help  shape  decisions  that 
are  made  in  the  next  few  days  and  weeks. 

Let's  get  on  with  it! 


"We  can't  leave  it  up  to  the 
politicians  to  do  it  for  us.  We 
need  to  take  the  responsibility 
ourselves. " 

Budget  Roundtable 


What  would  happen  if  we: 

Get  rid  of  Alberta  Health  administration? 


Funds  the  health  system  for  4 days 

Don 't  find  heart  transplants? 

Funds  the  health  system  for  one  day  from  just 
after  breakfast  to  just  before  lunch.  And  a 
number  of  people  die  who  could  otherwise  live 
healthy,  productive  lives. 

Don 't  pay  for  cosmetic  surgery? 

We  don't  now. 

wmm 

Put  in  user  fees? 

We'll  raise  money  but  because  of  the  Canada 
Health  Act,  every  dollar  raised  means  a dollar 
lost  from  the  federal  government. 

Stop  building  new  hospitals? 

Government  has  stopped  building  new 
hospitals  but  they're  still  replacing  old  ones 
and  renovating  others. 


Shut  down  under-utilized  small  rural 
hospitals? 

From  a straight  dollars  and  cents  argument, 
closing  the  five  smallest  rural  hospitals  saves 
$4.5  million.  Closing  the  next  smallest  five 
saves  another  $6.5  million,  but  remember  the 
patients  will  go  to  other  hospitals  so  costs 
there  will  go  up. 
lijinaij; 

Eliminate  all  positions  for  hospital 
administrators,  senior  administrative  staff  and 
secretaries? 

Saves  $33  million,  enough  to  run  the  health 
system  for  three  days. 


PRESS  RELEASE; 

Health  Minister  Announces  . . . 
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* These  numbers  refer  to  a more  detailed  breakdown  which  will  be  available  at  the  Roundtable. 

+ 1992/93  Actual  Figures  have  been  reclassified  & restated  where  necessary  to  conform  to  1993/94  budget  presentation. 
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